What we did and why {#s2}
===================

**Correct answer: D**

We initially attempted all of these interventions as a trial of non-operative and minimally invasive management given that the patient had recently undergone extensive left chest wall reconstruction, and was at an increased risk for titanium plate infection and empyema. We also wanted to prevent disruption of the chest wall reconstruction.

The patient was made NPO, placed on TPN, and started on octreotide and midodrine. Interventional radiology attempted to perform a thoracic duct embolization via lymphangiography. This was unsuccessful. Interventional radiology also performed a CT-guided thoracic duct disruption in which they attempted to macerate the thoracic duct and cisterna chyli with several passes of a large bore needle. This combination of interventions reduced the chylothorax output from 2000 to 1000 mL/day, but it remained high output.

Ultimately, the patient required a left posterolateral thoracotomy, decortication, thoracic duct ligation and pleurodesis to control his chylothorax. The patient's chest tube output had become serous in nature while he was kept NPO for his trial of conservative management, so olive oil and 60 mL of cream were administered through a nasogastric tube at the time of skin incision for the thoracotomy to stimulate the flow of chyle and aid in the identification of the leak. Once we had gained entrance into the left pleural cavity and completed our decortication, the thoracic duct was identified near Poirier's triangle, adjacent to the junction of the subclavian artery and aortic arch. Selective suture ligation and clip placement was then used to control the leak ([figure 3](#F3){ref-type="fig"}).
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Postoperatively, the patient's chest tube output decreased precipitously and became serosanguinous in nature. Fluid triglyceride and lymphocyte counts showed resolution of the chylothorax. We wanted to keep the patient in a state of low chylous flow while his thoracic duct stump healed, so he remained NPO and on TPN for 2 weeks prior to initiating a diet. His diet was advanced without any recurrence of the chylothorax and his chest tubes were removed. He was discharged to a rehabilitation facility. Currently, the patient has normal chest X-rays and CT scans of the thorax. He has been followed postoperatively for 6 months without any recurrence.
